such as morphine or a barbiturate is ever allowed, atropine being the sole premedication.
Arguments against the use of any form of premature delivery are gaining strength and are based on the increased risk to life that prematurity forces on a child already holding reduced chances of survival. Recently, attempts are being made to allow cases to proceed without interference and to terminate in natural births. Barns and Morgans adopting this policy estimate that any added foetal loss by death in utero can be set against an improved neonatal survival rate. A much more extensive group of cases must be watched before their conclusions are justified and before the accepted method of early Caesarean section carrying certain improvement in foetal survival rates should be abandoned.
To come to the right decisions as to whether to terminate, the best time to choose, the right method to use, each case should be completely reviewed at 35 weeks, preferably in hospital.
It is abundantly clear from what has already been said that exceptional care must be afforded the infant, irrespective of the manner of its birth. Gentle handling, especially of the fragile head, during delivery and after, warmth and a clear air way are the fundamentals. Upper air passages must be cleared with a mucus catheter and gastric suction employed to avert inhalation of stomach contents. Incubation with oxygen is needed for three to five days, according to the maturity and response of the infant. No fluid is given in the first forty-eight hours during which oedema subsides and considerable weight loss results from spontaneous diuresis. Hypoglycaemia not being considered to contribute much to neonatal problems, glucose should not be given. If the infant does well to the third day it stands a good chance of survival. Later deaths are accounted for by congenital defects or by birth injuries.
In conclusion it must be emphasized that not all diabetic women are subject to these hazards. A small number escape and undergo a normal pregnancy, terminating naturally in the delivery of a healthy full-term child. One such experience is a good portent for continued uneventful childbearing. Unfortunately, no simple means has yet been devised to distinguish this fortunate group from the unfortunate majority who will be exposed to the more eventful course. Even were hormonal imbalance accepted as the critical factor in the evolution of abnormality, the estimations required for its detection are time consuming, difficult and expensive and could not be applied on any wide scale. It is better to regard all diabetic pregnancies as potentially abnormal unless assurance from a previously excellent obstetrical history is available.
CARCINOMA OF THE HEAD OF THE PANCREAS
By RODNEY SMITH, M.S., F.R.C.S. Surgeon, St. George's Hospital, London Cancer of the pancreas has not long been considered a possible, let alone a profitable, field for excisional surgery. Until about twenty years ago very few attempts had been made to perform more than a palliative operation, though a certain number of local, conservative resections had also been carried out and one radical pancreato-duodenectomy similar to the modern operatioft had been attempted, though without success, by Codivilla as early as I898.
The middle I930S saw a considerable revival of interest in this difficult branch of surgery, and the advent of vitamin K in I935, which so greatly reduced the risk of operating upon a jaundiced patient, naturally had a good deal to do with the progress made. In this year (I935) Whipple and his associates described their two-stage procedure for the radical resection of a carcinoma of the ampullary region and a great deal of the credit for reviving interest in pancreatectomy for cancer, must be given to these authors. In 1937 Brunschwig successfully removed a carcinoma of the head of the pancreas using a similar two-stage procedure.
These islands and the Commonwealth did not lack surgeons of skill and high courage interested in the surgery of this region. Gordon- Taylor Examination of the abdomen usually reveals enlargement of the liver, which has a firm rounded .edge, not tender unless some degree of cholangeitis is present. In late cases hepatic metastases xnay be obvious. Below the edge of the liver the fundus of a dilated gall-bladder may be felt, constituting the well-known sign of Courvoisier, not always present, one should remember.
An ampullary growth is never, a growth of the head of the pancreas hardly ever, itself identified by palpation of the abdomen, but very occasionally in a thin patient a carcinoma of the head of the pancreas can be felt as an ill-defined epigastric mass. If a retro-peritoneal mass is felt, it is much more likely to consist of lymph glands enlarged by metastatic deposits of growth.
Other evidence of metastasis should be sought, such as ascites, which may be caused by generalized malignant involvement of the peritoneum or by obstruction of the portal vein, and deposits of growth in the pouch of Douglas or in supraclavicular lymph glands. mosis. It is also probably true that the later risk of ascending cholangeitis is less. It will certainly allow the jaundice to clear and symptoms such as pruritus to disappear, but the writer cannot feel that any operation which leaves the patient with an external fistula through which pours his entire biliary output can be called truly palliative, a word implying that the physical condition of the patient is made more comfortable.
The Choice of Operation. In the opinion of the writer the results of the radical operation have proved disappointing. The operation clearly has its place, but its scope is not as great as early optimistic reports suggested. 'rhe following is a personal view upon the choice of operation:
(i) An ampullary carcinoma is found. If the growth is mobile and there is no sign of metastasis, radical pancreato-duodenectomy should be performed, unless the patient is over 70 or considered too ill or too feeble to withstand an operation of this magnitude, even if performed in two stages. In such a case trans-duodenal resection is to be preferred. If the patient is a fit subject but doubts exist of the malignant nature of the obstruction, trans-duodenal biopsy and cholecyst-jejunostomy should be performed, and if the histological report confirms a carcinoma the radical operation is completed as a two-stage procedure. Apart from this indication it is preferable to carry out the radical operation in one stage.
(2) Carcinoma of the head of the pancreas isfound without metastases. The duodenum and head of pancreas are mobilized and local operability assessed. If the growth is fixed to the portal vein or superior mesenteric vessels, radical surgery should be abandoned, even though brief survival has followed resection and end-to-end anastomosis of the portal vein and even resection and ligation. Radical pancreato-duodenectomy should only be performed if the preliminary mobilization opens up peri-pancreatic planes free from oedema or fixity. The radical operation performed for growths which have already given evidence of extension, directly or via lymphatics, outside the strict confines of the gland itself carries a high risk to life and such a poor chance of freedom from early recurrence that a palliative short. circuit should be preferred. The risks of ascending cholangeitis are probably minimized by employing a cholecyst-jejunostomy, using either a Roux type of anastomosis or an anastomosis of the gall-bladder to the apex of a jejunal loop with an entero-anastomosis of the afferent and efferent loops (Fig. 5) .
Total pancreatectomy carries a very high immediate mortality and offers a minimal chance of long survival. It should be reserved for those cases in which this complete integrity of the peripancreatic cellular planes is present, but the malignant process involves all or practically all the pancreas. As may be imagined, this is an infrequent finding.
(3) If metastases are present, either with an ampullary or pancreatic carcinoma, again palliative cholecyst-jejunostomy should be performed, relieving jaundice and improving the general condition of the patient, even though adding little to the period of survival. Occasionally the gallbladder has already been removed, or is diseased, or the malignant process has involved the junction of the common bile duct and cystic duct, allowing no bile to enter the gall-bladder. In such a case anastomosis not of the gall-bladder but the common bile duct to the jejunum must be performed.
(4) External biliary drainage, cholecystostomy, should never be contemplated.
(5) Duodenal obstruction, a late and infrequent complication, may call for gastro-jejunostomy.
Post-Operative Treatment
Once more this is largely a matter of common sense. Blood transfusion during and after the radical operation should be accompanied by other measures to minimize shock and followed by careful attention to fluid and electrolytic needs during the next few days.
Among the post-operative complications to be watched for and treated are:
(i) Pulmonary complications, particularlv atelectasis.
(2) Acute dilatation of the stomach.
(3) Paralytic ileus, with or without (4) Peritonitis, usually a result of leakage of pancreatic juice or bile.
(S) Sub-phrenic abscess.
(6) Biliary or pancreatic fistula.
(7) Acute pancreatitis, the danger of which, after pancreatic surgery, is more theoretical than practical. Space does not permit any detailed discussion of the treatment of these and the more rare complications, though in the management of these difficult cases it is certain that without careful attention to detail in the post-operative period the surgeon may well fail to reap the reward of early diagnosis and a successfully performed Prolonged inhalation of oxygen in high concentrations has been advocated in an attempt to reduce distension by displacing the nitrogen in the bowel. It is very difficult to judge clinically of its efficacy, but this does not seem to be very great, certainly not sufficient to justify the additional discomfort and manipulation that it entails.
Stimulation of the bowel by various methods has also been advised on many occasions in the treatment of paralytic ileus, but as far as that complicating peritonitis is concerned it is contraindicated. There is no convincing evidence that enemas can induce reflex peristalsis in the small intestine and they may, in fact, add to distension by being retained and fail to relieve even large bowel ileus when this is present. Cholinergic drugs may cause contraction of the bowel but this contraction does not seem to be of the co-ordinated propulsive type necessary for the forward transmission of the intestinal contents. They may, infact, stimulate further secretion from the bowel wall and where the mechanical obstructive element has supervened there are other possible dangers.
Certain other factors which have already been dealt with, such as the control of infection and of the water, electrolyte and protein balance of the body will have a direct effect on improving the circulation of the bowel wall and maintaining it in such a condition that its normal function may return. They constitute an essential part of treatment.
Provision of Rest 
